MISSOURI] DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH '6"3"-‘0&@' =S e

DEFARTMENT OF FUGBLIC HEALTH AND WELFARE

- K ! STATE FILE NU
DO NOT WRITE NDED Registration District No, _.....__L__S___-s__.f-‘nmury Regiatration District No. 3 12,_7 ——Ragittrar's No. ____L = MBER

ON THIS STUB ey T 2R 198y

1. PLACE OF DEATH J 2. USUAL RESIDENCE (Whara_‘dm:eaud lived, If inatitution: Residence before
. asper . . L i
8. COUNTY P o STAIE 2o _ - . b COUNTY Jasper admisslon)

b. CéTRY {If autside corporate fimits, give TOWNSHIP only) Length of stay in 1b €. CCI)TRY tnside Limits
own  Webb City 2 Weeks own Webb City, Yes B§ No O

¢. FULL NAME OF (If NOT in hopital, give location) Inside Limits d. STREET . (if outside, give location) Reside on Farm
HOSPITAL OR ADDRESS

mstiutioN Jane Chinn Hospital |YeQ nen 901+ W. Broadway Yes 01 Nofp
3. (n;m: OF Di)CEASED Firat Middla Last 4. D&;IE Month Day Year
¢ print
ahale Nancy Florence Searcy oeant  October 24, 1963
5. SEX 6. COLOR OR RACE 7. Macried []  Mever Married [ |8. DATE OF BIRTH | 9- AGE (last birthday) |IF UNDER 1 YEAR | IF UNDER 24 HR

B W Widowed [ Diverced [ 10/29/1882 80 Mnmh.l Days Hours Min.

10s. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

durin| ] of workmg ite, even if retired}
Hou Te'e None Arkansas U.S.A.
13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME QF HUSBAND OR WIFE

Wm. D. Cash Mery Elizabeth Wright

15. WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT Address
wi i f sarvi N
{Yes, nofl% unknown) Illf yes, give war or dates © DOI‘O‘thy Keadle , Ka:rlsas Cl 't"}'_,_ MO i

18. CAUSE OF DEATH (Enter only one cause per fina INTERVAL BETWEEN
IMMEDIATE CAUSE (a} W /
Conditions, if any,] DUE TO {b) _)4%0,(‘0 3 d—a‘(ﬂ

s DUE TO (¢} “ j 5 f (m‘ 5@'&?’

above caume (a),
PART II. OTHER SIGNIFICANT CONDITIONS CO ] ratited 1 "‘Mu_m If  deceased was fynale was

V5 300
Rev. 4/59

DATE AMENDED

b
Z
[
=
e
\=
QO
o

stating the under-
Iying cause last
disease condition given in PART I (a] there & pregnancy in last 90 days.
0O Yer [ O Ne rm Unknown
19, WAS AUTOPSY 20a. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART 11 of item 10.)
PERFORMED? =] a 0

YES[O NOE
20c. TIME OF Hour Month, Day, Year

INJURY a.m.
p.Fm.

20d. INJURY QCCURRED 20e, PLACE OF INJURY [e.g., In or sbout home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [] farm, factory, streer, office bidg., etc.)
NOT WHILE AT WORK O

21, ) attended the deceased from /0 it / / _—_é_. to— 0" 2‘7‘4/&-5 and Jast saw muhva on /O "Z 4(—-—"5__5

Doath occurred at q £ J— ,D m on the date ststad sbove, and to the best of my knowledge, from the causes sated.

2 N -
T7o. SIGNATURE f (Degres or file) 72b. ADDRESS Z2c. DATE SIGNED
(/ (50 MM W s

T3a. BURIAL, CREMATION, | 23b. DATE 77, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Cln‘, tow,{. af county) {State}
REMOVAL [Specify} . . .
Barial |10/26/1963 | /Mount Hope Cemetery Webb Citv, Missouri

24. f-lIJNERAL DIRECTOR ADDRIE;, ' 25. DATE RECD. BY LOCAL REG. |26. REGISTRAR'S SIGNATURE ,
w erm A . Z ’
edge Le 151\[% F J:'\T OWH C!C:(\'H‘I"'l /D -.2 - 3
d Embalmer’s 5t on Revorss Side)

{Li

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

USE BLACK INK

SHOULD READ

TYPEWRITER RIBBON

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

'

I hereby cerfify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision. _—KX_\ /
Student Signed / ’M P B

Signature of Student Embalmer
Llcensed Embalmer No. gb C A

p. 0. Addresswm

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not emba!med, fact should be so stated above.




